A LTHOUGH PRESENTED at the 94th meeting of the A Southern Surgical Association, this is the 9 1 st presidential address to be published. In 1904, Floyd W. McRae was ill, and no Presidential Address was given or published. In 1923, President James F. Mitchell gave as his address "A Surgical Travelogue," consisting largely of slides and films, which was not published. In 1942, the Association did not meet because of the war.
None of the 91 previous addresses have been devoted to the subject of the appendix. This is surprising, both because of the importance of appendiceal disease and because the founding (1887) and early years of the Southern Surgical Association coincided with the final acceptance of the concept of appendicitis and with the development and wide application ofsurgical treatment.
This is an attempt to tell the story of the recognition of appendicitis, to trace the development of surgical
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Submitted for publication: December 9, 1982. From The Department of Surgery, University of Oklahoma Health Sciences Center, Oklahoma City, Oklahoma treatment, and to illustrate its importance by specific examples. A recitation of previously published dates, names, and places would be of little value unless something is learned about the process by which medicine makes progress. The history of appendicitis includes examples of great resistance to changing concepts, brilliant but unaccepted early observations, emotional support for unsupportable views, the importance of timing, and, finally, the development of a highly satisfactory solution. No claim can be made that this is a comprehensive review of the literature dealing with the appendix. By the year 1889, 2500 and, by 1950, more than 13,000 articles or books dealing with the appendix had been published. '2'40 Rather, the intent is to present a panorama of milestones as well as they can be recognized.
Anatomy The appendix is not mentioned in very early anatomical studies, probably because the studies were done on animal species having no such organ.22 The physiciananatomist, Berengario DaCarpi, first described the appendix in 152 1.22 The (Fig. 4) (Fig. 9) The operative techiques used for appendectomy have never become completely standardized. Midline vertical incisions were used in most early cases, but exposure was not adequate (Fig. 10) The management of the appendiceal stump was controversial for years and received a good deal more attention than it probably deserves. In the earliest operations, the appendix was ligated-more or less-close to its origin from the cecum and the distal portion was amputated. The incidence of postoperative complications, fistulae, etc., led to more elaborate methods of dealing with the amputated end of the appendix. Fowler described a "cuff' method, which was quite popular in 1895. 26 Dawbarn suggested the use of a purse string suture, placed about the base ofthe appendix in the cecum, with inversion of the unligated stump of the appendix into the cecum. 2 Attempts to "sterilize" the appendiceal stump with chemicals or cautery became popular early, and such agents are probably still employed by some surgeons. It is of interest that Kelly commented in 1905 that "In dealing with the stump of the appendix it is important to avoid two things: first, the simple ligation and amputation leaving the mucous membrane exposed, whether sterilized or not; second, a method that has been frequently practised, namely, that of ligating, amputating, and burying the little stump by means of sero-serous sutures."39 These are certainly the two most popular methods of treating the stump today.
Although early operation for acute appendicitis was rapidly accepted in the United States, the mortality rate, particularly in patients with generalized peritonitis, continued to be formidable. the importance of fluid resuscitation and this, together with appreciation of the necessity of surgically interrupting the continuing contamination of the peritoneal cavity, resulted in improving the mortality rate in patients with peritonitis.'4,57 The advent of antibiotic therapy in the 1940s and 1950s added an important adjunct in preventing and/or treating septic complications. 2 53 Death from appendicitis today occurs most commonly in patients at the ends of the age spectrum or in those with immunologic deficiencies.136'48'57'62 Surgical management with all of its extremely important adjuncts is clearly responsible for the striking reduction in mortality and morbidity due to this disease. Nevertheless, important questions about appendicitis remain unanswered. For example, it is not clear in all instances why intraluminal bacteria penetrate the mucosal barrier. On clinical grounds, some episodes of appendicitis seem to resolve spontaneously, but which attacks and why are important unknowns. Finally, although the spectrum of pathology occurring in appendicitis from resolution through localized abscess through fulminant peritonitis is well described, the precise mechanisms that determine the course in an individual patient are unknown.
Anecdotes
The impact of appendicitis on history cannot be measured but can be illustrated by some examples.
Dr. Ephraim McDowell requires no introduction to the Southern Surgical Association. This Kentucky surgeon performed the first successful ovariotomy on Christmas Day, 1809. Excellent accounts of several aspects of this historic operation have been given by Sabiston § and Sparkman".6'66 Although initially criticized, McDowell eventually received recognition for his work during his life, but was better known as a lithotomist (James K. Polk, at 17 years of age, was his patient). 30 McDowell was in excellent health until June 1830, when he developed abdominal pain, nausea, and fever and died within two weeks. The sketchy details recorded suggest the diagnosis of appendicitis with perforation.6
Frederic Remington was born in upstate New York in 1861 (Fig. 12) (Fig. 14) . At 9:00 am the following morning, he was seen in consultation by Drs. Halsted and Osler who did not advise operation. At 2:00 pm on the same day, he was taken to the operating room where Dr. Halsted removed his appendix. A somewhat complicated recovery followed (Fig. 15) . 28 Perhaps the most famous case ofappendicitis and one that did much to popularize the operation was that of King Edward VII.'7 The first boy born to Queen Victoria, Edward evidently rebelled against the strict discipline imposed during childhood, and his behavior was such that he was given few serious responsibilities during his first 59 years. Queen Victoria died in 1901 and the coronation of King Edward VII was scheduled for June 26, 1902 . On June 14th, the King developed abdominal discomfort and was seen by Sir Francis Laking, physician-in-ordinary to the King. At midnight, the abdominal pains worsened and early the following morning, Laking sent for Sir Thomas Barlow as consultant. On Monday, June 16th, the King proceeded by carriage to Windsor, where, on the 18th, he was seen by Sir Frederick Treves, who found swelling and tenderness in the right iliac fossa with some temperature elevation. These findings improved during the next two days and the King appeared to be recovering. On Monday, June 23rd, the King travelled to London and, on that evening, was host at a large dinner party for the coronation guests. 
